
Automatic
Premium
Payment
Program

! Timesaving

! Worry-free

! Convenient

! Dependable
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Automatic Premium 
Payment Program

Enjoy the security of knowing 

your monthly plan premium is on 

time with our Automatic Premium 

Payment Program. It’s an easy, 

dependable way to make your 

plan premium payments. 

Your plan premium will be deducted 
stfrom your bank account the 1   

business day of each month. If you 

have any questions, please call IPXP 

at1-877-210-9167 or TTY 

1-866-883-8551. Representatives 

are available from 8 a.m. to 5 p.m., 

Monday through Friday.

To sign up for our Automatic Premium 
Payment Program, please complete 
the attached form and return it in the 
envelope provided.

If the amount of your plan premium 
changes, we will inform you at least 
30 days in advance.
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